Objective. To examine how drug counselors with no prior training in pain management respond to their patients' reports of chronic pain.
Introduction
Chronic pain is highly prevalent and undertreated in patients receiving methadone maintenance treatment (MMT) [1] [2] [3] , an evidence-based approach for managing opioid use disorder that combines a US Food and Drug Administration (FDA)-approved medication with psychosocial interventions [4, 5] . Chronic pain in methadonemaintained patients is associated with increased rates of depression, anxiety, trauma, post-traumatic stress disorder, and personality disorders [6, 7] . Proposed strategies for addressing chronic pain in MMT have focused on pharmacotherapy and have highlighted the role of prescribing providers [8] ; less attention has centered on psychosocial interventions and the role of drug counselors [9] . Psychosocial treatments (e.g., cognitive-behavioral therapy, acceptance and commitment therapy), especially when provided as part of a multidisciplinary approach, are effective in managing chronic pain [10, 11] . Drug counselors who work in MMT routinely provide psychosocial treatments for substance use disorders, and they comprise key stakeholders in the future implementation of psychosocial interventions for managing chronic pain in patients with opioid use disorder [12] .
Drug counselors report difficulty managing chronic pain because of their lack of pain-related training, insufficient onsite pain management resources, and problems securing offsite pain management referrals [13] . However, the manner in which drug counselors respond in session when patients report pain is unclear. Whereas we previously reported on drug counselors' attitudes toward different pain interventions [12] , we did not report on counselors' responses to patients' pain reports, and this comprises the aim of the current study. Greater understanding of counselors' experiences treating MMT patients with chronic pain is likely to be important for training and supervising clinicians, both on existing MMT counseling interventions that focus on substance use disorders, and on novel ones that also target chronic pain.
Methods

Participants
As previously reported [12] , participants were 30 MMT drug counselors with no prior training in pain management who were recruited from three opioid treatment programs operated by the APT Foundation, Inc., a private not-for-profit community-based organization located in New Haven, Connecticut.
Procedure
One of the authors (DTB) attended staff meetings to recruit participants for a study examining drug counselor experiences treating patients with chronic pain and counselor attitudes toward pain treatments. Out of a staff of 35 counselors, 30 spoke with a research assistant, agreed to participate, and were provided a description of the study, including potential risks and benefits. None of the study counselors had received formal training on psychological, behavioral, or other approaches to manage chronic pain, and none were eligible to provide pharmacotherapy. None of the interviewers or coders had a professional (e.g., training, supervisory) or personal relationship with any of the counselors. During the study, the interviewers occupied research space in the same building where the MMT clinic and drug counselors were located. All interviews were conducted in the research offices. No repeat interviews were carried out.
Participants were recruited until interviewers indicated that thematic saturation was reached (i.e., the point where no new themes emerged from the interviews) [14] . Participants provided demographic information (age, gender, race/ethnicity, years of counseling experience, and education), completed an interview (see below), and were remunerated $20. The study, involving data without subject identifiers, was approved by the APT Board of Directors and presented to the Human Investigation Committee at the Yale University School of Medicine, where it was exempted from review.
Interviews
Thirty individual face-to-face interviews were conducted between March 2010 and March 2011, and followed a semistructured interview guide targeting three key counselor response domains: 1) counselor experiences during a session in which chronic pain was discussed, 2) impact of patient's chronic pain on the counselor, and 3) impact of patient's chronic pain on treatment. The interview guide included open-ended questions targeting each domain as well as specific probes if particular content areas were not covered (see Table 1 ). Following a review of the literature, the authors generated the interview questions, which were not altered as the study progressed. Prior to assessing the three domains, participants were prompted to think about the "most interesting or vivid" session in the past month with a patient in MMT whose physical pain had persisted for more than three months and which involved a discussion of the patient's pain. Participants were asked to use the format: "My patient said X, and then I said Y, just as you would if you were recounting the session in clinical supervision" and instructed as follows: "Please tell me, slowly, what was said blow by blow."
The aim of examining these domains was to arrive at a "thick description" or layered account of counselor responses to patient reports of chronic pain [15, 16] . Qualitative research methods were used because they are suited for assessing complex subjective experiences, such as how individuals respond to chronic pain in others [17, 18] . Interviews, which contained 22 questions, lasted approximately one hour, were conducted by three investigators with experience conducting qualitative interviews-two licensed clinical psychologists (MB, DTB) and a postdoctoral clinical psychology fellow (LO). Interviews were audiotaped and transcribed.
Data Analysis
Data analysis followed the principles of grounded theory, using the constant comparative method for systematic inductive analysis [19] . Data coding began early in the process of data collection and was performed by a postdoctoral clinical psychology fellow (LO) and a postMaster's social work fellow (MK), who began by reviewing a subset of the transcripts independently and then recorded initial themes using the open-coding technique. They then met with a licensed clinical psychologist with experience performing qualitative data analysis (MB) every other week for three months. Themes were not identified in advance and were instead derived from the data. Upon reaching consensus of broad themes and their working definitions, the team then revisited the data using this preliminary coding scheme to develop a set of axial codes that involved conceptually grouping open codes into domains and identifying the subthemes in each domain. Subsequently, the data coders (LO and MK) coded each transcript independently and met regularly with MB to review and reconcile coding schemes. The relevance of the themes and subthemes were tested by repeated comparative assessment of succeeding data and continued until thematic saturation was reached. We also calculated the percentages of participants who reported each theme or subtheme. The proportions do not represent prevalence estimates and are provided for the purpose of transparency about the numbers of participants who spontaneously reported specific themes or subthemes in response to open-ended questions.
Results
Participant Demographics and Clinical Training
Participants were 30 MMT drug counselors (20 women, 10 men) who self-identified as white (77%), African American (13%), Hispanic (7%), or other (3%).
Participants' mean age was 43.9 years (SD ¼ 12.7 years) and mean years of counseling experience was 5.8 (SD ¼ 5.2 years). About one-half of participants had a Master's (53%) or doctoral (3%) degree, 17% had a four-year degree, 13% had a two-year degree, and the remainder (14%) had a high school diploma or general educational development (GED).
Main Themes
Three themes emerged from counselor responses to the interview questions, which served as barriers and facilitators to addressing chronic pain in MMT patients: counselor factors, patient factors (i.e., counselors' perceptions of patient factors), and logistical factors. Counselor factors, patient factors, and logistical factors were reported by 100%, 80%, and 93% of the participants, respectively. Originally, we considered four themes as we separated out themes related to counselor in-session and postsession responses; these two themes were subsequently subsumed into a single theme called "counselor factors." The final three themes comprise specific subthemes, which are summarized in Table 2 . Whereas both barriers and facilitators emerged for counselor and logistical factors, barriers (but not facilitators) emerged for patient factors. As is regularly done in qualitative research involving a grounded theory approach, the investigators selected representative quotes during and after the systematic coding of transcripts that illustrated themes and subthemes, which are presented below [19, 20] .
Counselor Factors
Expertise in Pain and Opioid Use Disorder
Counselors noted that they lacked expertise in assessing and addressing co-occurring chronic pain and opioid use disorder.
Table 1 Interview guide excerpts
Response domain
Interviewer questions 1) In-session emotional experience "What were you feeling at the time?" Interviewer prompts: a) Solicit name of emotion from counselor when counselor has not identified one, e.g., "So, you were feeling. . .?" (pause and let counselor provide answer) b) Do not "foreclose" after discussing first emotion as counselor may experience multiple emotions simultaneously c) Inquire also about bodily sensations, e.g., "What bodily sensations were you experiencing?" 2) Impact of patient's chronic pain on counselor "How has the patient's experience of persistent pain impacted you?" Interviewer prompt:
Remember to probe about the perceived impact outside of the context of the clinical encounter 3) Impact of patient's chronic pain on treatment "How has the patient's pain affected your treatment of this patient?"
He told me he came here because of chronic pain. I explained we're not a pain management clinic and he can't use us in lieu of that until he finds a doctor who's willing to prescribe pain meds. His response was, "You don't understand. When I get to the emergency room, they give me pain medication, I gobble them up. I run out and I'm in withdrawals.
Technically, I'm addicted." At this point, I'm wondering if he is or if he would be better served somewhere else. In situations where they were unable to help patients with chronic pain, counselors experienced dissatisfaction.
The impact. . .. It's draining. It's really draining knowing that there's not much that I can do. I can feel his inability to do anything. I feel like I am stuck too. . .. We need training on this, several hours of training to really address it with the client.
Complexity of Treatment Needs
Respondents reported that they lacked expertise in managing the array of medical, psychiatric, and psychosocial treatment needs that accompany chronic pain in MMT patients. Examples included difficulty constructing an accurate case conceptualization; problems deciding which clinical needs to prioritize; and feeling overwhelmed, frustrated, or incompetent addressing multifaceted treatment needs. I was overwhelmed. . .. She was talking about brain surgeries. . .. She had been attacked, raped. She was put on pain meds and became addicted. She is now homeless. I was trying to connect [her] with services. There is a lot of stuff that could have caused the pain to get worse. In contrast, some counselors reported feeling engaged in the face of this clinical complexity.
I was feeling engaged. So many things in your head at the same time. You want to be attentive. You think, "Where am I going with this?" It's kind of exciting and enjoyable.
Concern About Medication Regimens
Respondents reported concern about the safety of patients' medication regimens. Examples included concern about opioid-related adverse events among MMT patients with chronic pain who were also receiving opioid analgesics or benzodiazepines.
Afraid for him; he's using opiates for pain and we're giving him methadone. He also has Klonopin. Whether he's using one pain pill or five, or whether he's on 30 mg or 100 mg of methadone, the risk of overdose is severe. I encouraged him to go to the Overdose Prevention Group and get a Narcan kit. Specifically, some counselors reported frustration with providers who prescribed opioids or benzodiazepines for patients enrolled in MMT without knowledge of possible risks, as well as with providers who supplied inadequate psychoeducation about opioid therapy risks and alternatives when initiating opioid therapy for pain.
I was feeling frustrated. It's just another story about doctors prescribing pain medications without fully disclosing the risks involved. A lot of physicians in pain management or general practice don't have complete education about these prescription meds.
They have patients go "cold-turkey" and don't titrate. They don't offer holistic or other pain management options.
Reliance on Patient Self-Report
Counselors reported that reliance on patient self-report made it difficult for them to accurately assess pain.
Counselors noted that the absence of objective medical findings (e.g., diagnostic imaging) made them skeptical about the accuracy of patients' pain reports, especially in cases when patients declined to allow the counselor to contact prescribing physicians.
I was wondering if her pain was actually real or in her mind. She spoke to the doctor. They couldn't find the cause. I want to correspond with her prescribers. . .. She wouldn't sign a release.
Some counselors doubted the veracity of pain reports based on patients' behaviors.
He's involved in Israeli martial arts. I believe he's misquoted his pain. It's mostly mental. He copes with it and there are clean urines. If your pain is that severe, I think you'd be using illicit substances to cope.
Other respondents doubted the accuracy of self-report when patients were perceived to have possible secondary gain.
I think it's a way for him to divert attention from what he really did. If I tell you that I have pain, then you are not going to chastise me or give me a consequence for the [illicit] drug use because I'm in pain.
Absence of Improvement
Counselors reported difficulty responding to patients who had not exhibited improvement or when the prognosis appeared to be deteriorating.
I felt sad that she has been working hard to address the issue [chronic pain and opioid use disorder] and she continues to struggle. I see her decline. It's hard to see her when she's not feeling good.
Empathy
Respondents reported that attempting to understand patients' lived experiences of chronic pain facilitated patient and counselor engagement in treatment. Examples included empathizing with patients who did not understand why they had chronic pain or were attempting to manage pain while having an opioid use disorder.
I was feeling empathetic. It must be so awful having chronic pain. . .. I can't imagine having it all the time. I tried to put myself in his shoes and was trying to figure out how best to help him.
Attending to Small Changes
Some counselors reported that attending to and witnessing patients' improvements, which tended to be small in nature, and underscoring these changes for patients infused the clinical encounter with hope and fostered patient resilience.
I felt hopeful because she is doing something. She is now seeking support from others, and I let her know. . .. She will likely get through it.
Self-Reflection
Others reported that the clinical encounter prompted self-reflection, typically flavored with gratitude either about their inexperience with chronic pain or about their ability to manage it, which facilitated counselor engagement in treatment.
I was thinking about my own chronic pain. I never had to have surgery, so it reminds me that I am very fortunate that I've been able to manage it.
Patient Factors
Medical Providers
Counselors reported that from their patients' perspective medical providers had not treated them well, which in turn decreased patients' willingness to self-disclose in MMT. Examples included physicians not listening to their experiences of pain, receiving insufficient information about the origin of their chronic pain and the factors that promoted its continuation, receiving inadequate treatment for chronic pain and opioid use disorder, and believing that their opioid use disorder was attributable to physicians who had prescribed them opioid medications for pain without forewarning about the possibility of an ensuing opioid use disorder.
He was referred to a few doctors who pretty much said that the extent of his pain did not require medications. . .. He thinks he was identified as drug-seeking or substance-abusing. . .so no one is really taking him seriously.
Social Role
Counselors reported that patients experienced a loss of social roles and associated social identity because of their perceived inability to perform valued occupational, social, and familial roles, which in turn interfered with patient functioning.
As a result [of chronic pain and opioid use disorder], he lost a long-term relationship and had an intense job loss. It has impacted the quality of his subsequent work and his relationships.
Motivation
Counselors queried the motivation of patients who did not pursue available options to treat pain. Respondents described frustration at patients' apparent preference for pharmacological strategies for managing chronic pain and their attempts to alleviate pain via substance use.
It's frustrating. I wanted to give him a piece of my mind, you know, "Why are you using 5 to 6 bundles of heroin to cope with pain?" I told him about helping him to manage his pain but he only wants to focus on increasing the methadone. He's still seeking medication outside [the MMT program]. Some counselors questioned the motivation of patients who did not attend referral appointments.
It made me think, "If I were her, I would want it. Why didn't she follow up with the referral?" I was frustrated. I was empathetic. . .. Without her going to the doctor, I can't get a good grasp on what is going on.
Attitudes to Opioid Use Disorder
Some counselors noted that treatment of chronic pain in MMT was thwarted when patients did not understand or downplayed the severity of their opioid use disorder; this occurred primarily among patients whose primary drug of abuse was prescription opioids (and not heroin).
I don't know if she's totally honest with me. She is an educated woman, a professional. She almost came out and said it, "I'm better than these people here with addiction issues." I think she downplays her use.
Logistical Factors
Pain Management Referrals
Counselors emphasized the paucity of appropriate pain management referrals and their frustration with the relative absence of providers who specialized in cooccurring chronic pain and opioid use disorder. Examples included the lack of available pain management services for patients with opioid use disorder, frustration that referrals to pain management had not resulted in increased clarity about pain-related diagnoses, and concern that practicable treatment recommendations were not forthcoming following referrals.
I was hoping to have some resolution from the provider, but it doesn't sound that way; [the patient] has to "grin and bear it" for now. She is going to pursue another provider. However, it's so obvious that she's in pain. You would think that any old provider would be able to figure it out or identify something.
Time
Counselors reported that they had limited time to assess and address patients' chronic pain. Examples included time taken to monitor pain medications, to find and make referrals, and to consult with other providers.
I make sure that her medications are registered. I collected a release of information to communicate with her outside prescriber. I still hold her to the same [MMT] protocol, policies, procedures. . .. The difference is I have to monitor her pain and make sure she is following through with her doctor. . .. It takes time.
Treatment Adherence
Counselors reported that some MMT patients with chronic pain did not take methadone daily, and that attenuated MMT adherence exacerbated their chronic pain and opioid use disorder symptoms.
She missed a lot of days coming here. . .. It has an effect on her treatment. . .. A main goal is to get her medicated daily.
Consultations
Counselors reported that they had learned about painrelated diagnoses and prognoses and had received useful treatment recommendations by consulting with MMT physicians and nurses. 
Discussion
This study is among the first to examine counselors' responses to MMT patients' reports of chronic pain. Participants identified counselor, patient, and logistical factors that intersect to either facilitate or impede treatment. Multiple central themes, as enumerated below, attest to the complexity of care needed for MMT patients with chronic pain. As a context for interpreting the findings of this study, we note that in prior research conducted at the study site, the prevalence of chronic pain among patients was estimated to be 37% [7] .
Counselor Factors
Several barriers reported by drug counselors are similar to those reported by physicians in addressing chronic pain in patients with substance use disorder, including perceived insufficient expertise in managing chronic pain with and without opioid use disorder, difficulty addressing the complexity of patients' treatment needs, and concerns about the absence of an objective pain assessment [20] [21] [22] . Thus, a similar set of barriers arise despite differences in provider background training and treatment modality (e.g., opioid medication vs counseling).
One important treatment facilitator identified by counselors was empathy concerning patients' lived experiences of chronic pain. Clinician empathy about patients' chronic pain may function to validate patients [23] and facilitate shared patient-clinician decision-making, a key component of optimal treatment for chronic pain [24] . Empathy is also an important nonspecific counseling factor that promotes therapeutic change [25, 26] ; the nature of the overlap between general empathy and empathy specific to chronic pain is unclear and deserves further study.
While patients with chronic pain differ in how they respond to the complexity of their medical condition [27], counselors in this study also varied in their responses to patients' pain reports. Some counselors reported feeling anxious, frustrated, sad, or overwhelmed; others reported feeling engaged. In the latter case, counselors tended to exhibit a belief in the importance of selfmanagement of chronic pain (a key recommendation of the Institute of Medicine report [28] ), as well as a tolerance for ambiguity. Some counselors noted that pain reports prompted them to become self-reflective, which usually was accompanied by a feeling of gratitude, which in turn facilitated counselor engagement in treatment. This was particularly evident among counselors who disclosed a history of chronic pain. Whereas counselors' personal histories of substance use disorder have been investigated [29] , the effect of drug counselors' chronic pain histories on the provision of care to methadone-maintained patients with chronic pain is understudied.
Although the presence of negative counselor emotions during sessions is not necessarily harmful-several psychosocial treatment models posit that negative emotions carry useful clinical information [31] [32] [33] -if they persist and are left unattended or outside of the counselors' awareness, negative emotions such as those reported by respondents can adversely affect clinician well-being and decision-making, including an increased tendency to blame patients for their symptoms [34, 35] . The recognition and cultivation of positive in-session drug counselor emotions (e.g., feeling engaged) merits additional research, in part because they may help clinicians "bounce back" from negative emotions [30] .
Patient Factors
The finding that medical providers were experienced as being dismissive of patients' pain reports is consistent with those previously reported, highlighting the importance of clear patient-provider communication [20, 22] . Prior research has documented that physicians in primary care sometimes query the motivation of patients who seek prescription opioids for managing chronic pain [20] ; similarly, drug counselors questioned the motivation of patients who eschewed nonpharmacological approaches for managing pain. Prior research has highlighted the stigma associated with chronic pain [36] ; the diagnosis of opioid use disorders and receiving methadone maintenance treatment can each confer stigma [37] . MMT patients with chronic pain may be a particularly vulnerable clinical population as multiple sources of stigma can intersect to complicate accurate provider decision-making and effective communication [38] . Counselors noted that the stigma associated with opioid use disorder led some patients to downplay the seriousness of their diagnosis and resulted in suboptimal MMT outcomes.
Logistical Factors
Counselors responded to patients' chronic pain by "medicalizing" it. They often referred patients to medical providers and queried the accuracy of patients' pain reports in the absence of supporting medical data. Prior research has found similar behaviors and attitudes among physicians [20] . While drug counselors are trained to conceptualize and treat substance use disorder using a biopsychosocial framework, it does not appear to carry over into to their treatment of chronic pain. These findings extend those reported previously regarding drug counselors' underestimation of the psychological component of chronic pain [13] . Although the biopsychosocial model of chronic pain has garnered much research support [39] , the biomedical model remains influential in patient care [40] . Counselor adherence to a biomedical rather than a biopsychosocial framework may have inadvertently contributed to their sense of inadequacy. Counselors' tendency to refer patients with chronic pain to medical providers may represent a strategy to attenuate uncertainty and manage complexity by defaulting to medical technology [34] and may signal that counselor education is warranted as referrals do not automatically translate to better treatment [41] .
Implications for Clinical Training, Supervision, and Research
While pain-related training curricula have been developed for medical providers such as physicians, dentists, and physical therapists [42] , none to our knowledge have been developed and systematically examined for drug counselors. Findings from this study suggest that counselors might benefit from psychoeducation about the biopsychosocial framework for managing chronic pain and their role in promoting patient selfmanagement and functioning [39] . Study findings may inform brief psychosocial interventions that might benefit both MMT providers and patients. At the organization where the current study was conducted, for example, drug counselors and their clinical supervisors are now being trained to 1) administer an adapted version of the Brief Pain Inventory [43] to assess chronic pain and exercise levels, 2) provide brief psychoeducation to patients with chronic pain about the differences between acute and chronic pain and their appropriate treatments, and 3) collaborate with the patient to set a paced (or graded, time-limited, and controlled) movement-related goal. Such goals may be particularly important for this clinical population as providers who adhere to a biomedical compared with a biopsychosocial framework may be more likely to advise patients to restrict physical activities [44] , and patients with chronic pain in MMT are at high risk of being physically inactive (e.g., a recent study found that only 20% of MMT patients with chronic pain met recommended regular physical activity levels [45] ). Such counselor interventions are consistent with guidelines issued by agencies that accredit opioid treatment programs (e.g., Commission on Accreditation of Rehabilitation Facilities).
Based on the findings of the current study, clinical supervisors should be mindful of the possible impacts of patients' chronic pain on drug counselors. Assisting counselors to recognize and learn from their in-session emotional responses, attend to small patient changes, and tolerate ambiguity and uncertainty may benefit both counselors and patients. This approach is consistent with previous research highlighting the importance of instrumental and emotional support for providers who care for patients with chronic pain [46] and the importance of supervision in the provision of drug counseling [47] . While patients commonly report that providers do not believe their pain reports [48, 49] , this type of provider skepticism can undermine patient well-being. Consequently, the primacy of self-report in pain assessment should be highlighted in further counselor education. Other treatment barriers such as anxiety about the safety of medication regimens, including possible opioid overdose, reflect a more immediate clinical concern that should prompt discussion in supervision and clinical team meetings about opioid-related risks and strategies to reduce them.
Future research on drug counselor responses to patients' chronic pain might benefit from using research methods from psychotherapy research (e.g., patient and clinician ratings of helpful aspects of treatment) and communications research (e.g., vignettes) [50, 51] . The emphasis that the communication model of pain places on social and environmental contexts may be particularly useful to consider in future studies of drug counselor decision-making and communication with MMT patients with chronic pain [52] .
Limitations
Several limitations should be noted. Study findings are based on drug counselors at one organization and may not generalize to those at other MMT programs in the United States. Counselors' perceptions of patient barriers may not correspond with patient perceptions. However, comprehending the perspective of MMT counselors may be an important first step in better understanding clinical encounters between drug counselors and their patients with chronic pain.
Conclusions
This study found multiple counselor, patient, and logistical barriers to drug counselors' treatment of patients with chronic pain in MMT. These barriers may hinder the effective care of MMT patients with chronic pain and should be targeted in future trainings of drug counselors on counseling interventions focusing on substance use disorders as well as psychosocial interventions targeting chronic pain. Accumulating evidence indicates that providers from different disciplines have difficulty treating and finding appropriate referrals for co-occurring chronic pain and opioid use disorder [20, 22] . Overall, this pattern of findings underscores the potential importance of developing and evaluating portable, integrated, easy-toimplement treatments for these coexisting chronic medical conditions.
